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- History of obstetrics is as ancient
as that of mankind itself. In the
course of this history, the posture
adopted by the parturient varied in
different countries at different times.
Even in the same country, due to cer-
tain factors, obstetric posture might
have remarkably changed in the
course of a few centuries from a
primitive one of squatting to that of
dorsal or recumbent attitude.

In India it appears that even from
the Rig Vedic days, about 1500 B.C.,
the dorsal posture has been adopted
(Mukerjee, 1944). During the Sam-
hita period, both the great authori-
ties, Charaka and Susruta, recom-
mended this posture to a woman in
labour. Charaka advised that during
labour, “she should lie on a soft bed
placed on the ground, stretching out
her arms and legs now and again.
When the head descends, she is
placed on a bedstead and directed to
strain”.  Mukhopadhyaya (1913)
states that wooden bedsteads were
used for delivery in ancient India.
In Susruta Samhita (Sarirastana
10: 6 and 7) the description, however,
is fairly clear: “she is laid on her
back in a soft bed with her head rest-
ing on a pillow and legs slightly flex-

ed and drawn up. Four elderly ladies
with paired finger nails and skilled in
art of delivery and in whom she has
confidence should attend on her”.
From Majjima Nikaya (iii, 118), an
ancient Buddhist text, it appears that
the usual posture during delivery in -
that era was the lying-down or sit-
ting; but “Bodhisatta’s mother gave
kirth to her child standing erect”, _
emphasising that this posture was
unusual. Nativity of the Buddha at
Lumbini in 623 B.C. has been the
subject of numerous remarkable
paintings and sculptures, depicting
the delivery of the divine child
from the right side of Mahamaya
(Buddha’s mother). She is usually
shown standing, holding on to a
branch of a Sal tree, supported on
her left side by her sister, Prajapathi -
(Vijayatunga 1956).

In China also, it appears, that from
early times the supine posture was
adopted during labour and, only
occasionally, in the second stage the
patient used to obtain support bv
means of bamboo rods suspended
from the ceiling but within reach of
her bed on the floor (Lee Tao, 1958). -

Squatting posture, however, was
probably the earliest one used by a
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woman during labour as she could
thus strain best and most effectively.
Sigerist (1951) narrates how in an-
cient Egypt a woman in labour would
retire into a corner of her house after
summoning 2 women, relatives or
neighbours. Two statues of deities
would be kept there to protect her.
She would then sit on her heels, on
2 or 4 bricks or flat stones, with space
beneath her for the delivery of the
baby. One woman would hold her
back when the other knelt in front
to receive the child. At that time the
term, “to sit on bricks” was synony-
mous “to give birth to”. The bricks
were later replaced by a stool, as
mentioned in Pharoah’s edict to the
midwives (Exodus 1: 16), “when you
deliver Hebrew women and you
notice on the stools a male child”. . ..
From the Bible (Genesis 30: 3 and
50: 23) it is seen that the practice in
those days was for the parturient to
be supported or seated on the lap of
an attendent, husband or any other
relative (Brim, 1936).

The custom of delivery on a stool
spread from Egypt, not only to
middle-east but also to the continent,
Asia and far eastern countries. Even
in ancient Peru, the fashion was to
deliver on the stool, supported by her
husband from behind and the mid-
wife in front (Dalrymple-Champ-
neys, 1958). There is evidence to
show that even in North-America
stools and later obstetric chairs were
used (Mengert, 1956). Thompson
(1957) in an essay on the parturition
chair has traced the origin, growth,
distribution and varieties of obstetric
stools or chairs. Even at the time of
Renaissance mostly stools were used
for delivery. Roeslin (1513) describ-
ed a simple semicircular stool not
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higher than 2 feet and claimed it as
a suitable posture so that the patient
could breath freely than in the re-
cumbent attitude. Jacob Reff (1554)
in his book ‘“De conceptu et genera-
tione Hominis” advises use of cushion
chairs for his patients so as to avoid
maternal or foetal injury. He sug-
gested that there should be one per-
son to support her from behind, two
for standing on either side to encour-
age her and the midwife could sit in
front on a low stool with “her hands
anointed with oil of lilies and sweet
almonds mixed with chicken fat”.
Handgrips and foot holds were later
added to help the patient in straining.
Some were well cushioned and pro-
vided with arms and back rests, etc.,
and could be converted after delivery
into a cot—a sort of a “slumberette”.
In Syria, there were chairs in which
patient could rock herself, if neces-
sary. Some of these chairs are pre-
served in the museums of medical
history.

In England, at the time of William
Harvey (1578-1657) obstetric stool
was popular. But in the days of
Smellie (1697-1763) it had fallen into
disuse, for he had never used nor
seen one though he had heard of it
being used by the midwives in the
countryside. In his time, patients
were delivered in lateral posture
preferably on the left side. It is pro-
bable that in the early part of the
eighteenth century, after the advent
of man-midwives, the stools were
abandoned and the “indelicate”
squatting attitude was given up in
favour of left lateral or recumbent
one. Though Exton (1751) has been
credited with the introduction of this
posture by the French author Wit-
kowsky, there is ample proof that it
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was first recommended 9 years ear-
lier by Fielding Ould (1710-1789),
the Second Master of Rotunda
(Spencer, 1927). It soon became
popular all over Great Britain. Rams-
botham (1844) considered it as the
most convenient and easy posture
and best adapted for the descent of
the head through the pelvic brim.
Patient lies on the left side with
shoulders inclined forwards, spine
slightly curved with thighs flexed on
the pelvis and legs bent on thighs. In
this posture, according to him, the
pelvic axis is brought into line with
foetal axis and there is more ‘“‘laxity
of the muscles over the brim, espe-
cially the psoas, than in any other.”
Playfair (1884) was so much con-
vinced about the usefulness of this
posture that he wrote that “it would
be useless to attempt on any other.”
In this position, coceyx is more free
and maximum anteroposterior dia-
meter is available at the pelvic out-
let. He cited an incidence of 37.69,
of perineal injuries in the dorsal
position (which was the custom over
the Continent—especially in France
and Germany) when compared to
24.4 per cent in other positions, as
the force would be directly borne by
the perineum in the supine position.
Ramsbotham mentioned that in the
early 19th century, the peasantry in

Ireland placed themselves on their -

hands and knees during labour and
that in Cornwall it was difficult to
persuade a parturient to adopt any
other position than either standing
or kneeling. Ould performed version
and also applied forceps with the
patient in the kneeling position
(Spencer, 1927).

In 1845, Sims found the left late-
ral position as most convenient to
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correct the retrodisplaced uterus and:
as he adopted this pesture again for
repair of vesico-vaginal fistula, it
has been named after him, though in
Obstetrics this posture has been in
use for well over 100 years earlier
in England. In 1773, Charles White
suggested that during puerperium
lochial drainage is better if the
patient lies in bed with head and
shoulders raised and gets out of it
on the first day and micturates in the
kneeling posture. Till introduction of
chemotherapeutic agents and anti-
biotics this advice was valid.

-~ Walcher (1889) claimed that when
the buttocks of a patient are brought
to the edge of the table and her legs
are allowed to hang down without
any support there is a slight increase
in the conjugate diameter of the in-
let caused by rotation of the innomi-
nate bones over the sacrum. Ricci
(1950) has now pointed out that the
originator of this posture is really
Albuccasis (936-1013 A.D.), the
famous Arab physician. An illustra-
tion of what is now called the Wal-
cher’s position is also seen in an obs-
tetric text published by Scipione
Mercurio in 1596. This Italian obste-
trician recommended the recumbent
posture for a fatigued patient and
sitting posture for those “in good
spirits.”

The exaggerated lithotomy position
was’ favoured by Williams in 1911 as
it helps in increasing the conjugate
diameter of the outlet by 1 to 2.5
cms. This work has been subse-
quently confirmed by Thoms (1958)
and also by Barrel and Fernstrom
(1957). It has been pointed out,
however, ky Brill and Darnelius
(1941) . that this posture reduces
obstetric conjugate when compared
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“with its dimensions in normal dor-
sal position.

Thus we could see that various
postures from standing, kneeling,
squatting to a lying down posture,
supine or lateral, have been used to
deliver women during childbirth.
What is the posture accepted today as
suitable for delivering a patient in
labour? The stool, of course, has
‘dbeen discarded except for the obste-
trician to sit on. The squatting pos-
ture is believed to increase the pel-
vic outlet and permits the patient to
utilise the secondary forces to the
full. But in a civilised country, this
posture is considered rather “in-
decent” during labour and cannot
possibly be assumed for any appre-
ciable period by a patient today who
usually demands and gets sedatives
to relieve her pain. Walcher’s posi-
tion has been given up as it is most
awkward, tiresome and of question-
akle benefit. The Trendelenberg posi-
tion is used for treatment in cases of
.cord prolapse. (The knee-elbow pos-
ture is recommended for retroverted
gravid uterus but is rarely followed
by the patients). Lithotomy position
is used only for operative vaginal
delivery. About the left lateral posi-
tion, Great Britain is probably the
only country where it is being prac-

- tised. Even here, the dorsal position
is becoming popular. An eminent
British obstetrician, Munro Kerr
(1956) enumerates eight sound rea-
sons to claim that dorsal position is
more advantageous.

Dorsal position is therefore per-
haps the best and most convenient
position to be adopted during labour.
At least, in our country as we have
seen earlier, it has stood the test of
time,
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